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There is understandably sometimes a 
defeatist attitude on the part of doctors, 
physiotherapists and patients to the treatment 
of a fundamentally irreversible or incurable 
disorder. Emphysema, defined for present 
purposes as irreversible obstructive lung 
disease with structural damage, is one such 
condition. We have previously outlined the 
abnormal physiology of this condition and 
described the principles and practice of 
appropriate physiotherapy (Gandevia, 1959; 
Donaldson and Gandevia, 1962). 
The purpose of the present paper is two-
fold: (1) to indicate how the physiothera-
peutic programme is integrated with intensive 
medical treatment of other aspects of 
emphysema and (2) to outline the results of 
treatment in a small consecutive series of 
severely disabled patients. 
THE PATIENTS 
The series has been restricted to eleven 
patients treated in private practice because 
continuity of personal supervision and 
management, both before and after the period 
in hospital, has been maintained by at least 
one of us. All were male, aged between 49 
and 70 years (mean, 61 years). (Table 1)* 
All had severe obstructive lung disease as 
judged by tests of ventilatory capacity. The 
mean forced expiratory volume at one second 
(FEVi) was 0.9 litres (range, 0.5 to 1.3 litres) 
compared with a predicted mean of 2.9 litres. 
The ratio of the forced expiratory volume at 
one second to the vital capacity, normally 
above 70% in this age group, ranged from 
23.8% to 48.1% (mean 34.5%), implying 
marked obstruction to expiration. All had 
some reversible airways obstruction or 
"asthmatic component," as judged by small 
fluctuations in exercise tolerance from time 
to time. The improvement in ventilatory 
capacity produced by an aerosol of isopren-
aline amounted, on the average, to about 20% 
of the initial values for FEVi; although small 
in terms of absolute values (mean increase 
in FEVl5 0.2 litres), this degree of improve-
ment is usually appreciated by the patient. 
One of the patients produced a negligible 
quantity of sputum, six produced up to about 
4 ozs. (60 ml.) per day and four coughed 
up more than this. All four of the last 
group and four in the intermediate group 
had mucopurulent or purulent sputum, and 
were considered to have "bronchitis" sufficient 
to warrant antibiotic therapy; these figures 
are influenced by the fact that the need for 
antibiotic therapy was one indication for 
admission to hospital. 
Patients with right heart failure or acute-
on-chronic respiratory failure are excluded 
from the present series. 
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Reduction in weight is regarded as an essen-
tial feature of the management of the obese 
patient with emphysema, because obesity not 
only automatically increases the work done 
by the patient during any activity, but it also 
appears sometimes to be associated with dis-
proportionate disturbance of pulmonary 
function, particularly of gas exchange and 
particularly during any intercurrent respira-
tory infection. A planned programme of 
weight reduction was necessary in only one 
of the present patients. By contrast, the work 
and discomfort of eating, among other factors, 
sometimes leads to weight loss and signs of 
frank malnutrition in severe cases; the latter 
requires appropriate corrective action. 
PRELIMINARY ADVICE 
Before admission to hospital, the diag-
nosis of emphysema was explained to the 
patients, usually as a condition where "the 
lungs are a few years older than you are". 
Stress was laid on the absence of tuberculosis, 
cancer or other diseases. They could not be 
given new lungs, and the structure of the 
lungs could not be reconstituted, but the aims 
of treatment, it was pointed out, were to get 
the best possible use out of the lungs they 
have, and to teach them to use maximum 
economy of effort in all their daily activities. 
The patients are thus not misled into believing 
that a miraculous cure will take place, but 
they are virtually promised some benefit. 
Patients were also reassured that life ex-
pectancy could be measured in years, and that 
progressive deterioration in lung function 
was no faster than the deterioration which 
inevitably occurs with advancing years in 
normal lungs. These views are over-opti-
mistic generalizations and are not accurate 
in all cases, but nothing is gained, and much 
lost, by a gloomy prognosis or by the impres-
sion, stated or implied, that no effective 
treatment can be given. The patient's attention 
can often be drawn to the fact that "after all, 
you're not much different from three or four 
years ago, so you needn't expect to be worse 
in the next three or four years". Obviously, 
the explanation and reassurance given must be 
modified in relation to the patient's clinical 
state, intelligence, education, insight and pre-
vious medical advice. Eventually he must have 
faith in his doctor and physiotherapist as a 
team, hope and confidence in his future, and 
an understanding of his condition if he is to 
gain maximum benefit from intensive inpatient 
therapy. Where one or other is lacking, in-
patient therapy has sometimes been withheld, 
at least temporarily. 
We regard it as important that the doctor 
introduce the physiotherapist as an important 
associate to whom he is delegating great 
responsibility and with whom he shares most 
TABLE 1 
Clinical Data 
No 
1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
AGE 
(YEARS) 
66 
61 
70 
61 
57 
65 
54 
49 
57 
70 
59 
FEVt 
{LITRES) 
1-3 
0-89 
0-77 
1-19 
0*78 
0-7 
0*94 
1*2 
0-7 
1-3 
0-5 
PREDICTED 
NORMAL FEVt 
(LITRES) 
2-6 
2-8 
2-6 
2*7 
3-2 
2-8 
2-9 
3-2 
2-7 
3-3 
2-9 
FEViX 100 
V.C. 
38*2 
38-7 
24 
37 
41-3 
33-3 
29 
30*8 
35 
48*1 
23*8 
% INCREASE 
IN FEV1 AFTER 
BRONCHO-
DILATOR 
30-8 
25*8 
22*1 
13*5 
15*4 
Nil 
17*0 
33*3 
14-3 
15-4 
40-0 
AMOUNT OF 
SPUTUM* 
+ 
-
+ + 
+ 
+ + 
+ + 
+ 
+ 
+ 
+ 
+ + 
SPUTUM 
STATE 
*# 
-
-
+ 
+ 
+ + 
+ 
+ 
-
+ 
+ 
+ 
*—, less than 1 oz.{15 ml.); -f, 1—& oz,; + + , over 4 oz. (per day), 
**—f mucoid, -f j mucopurulent; + + , purulent. 
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of the problems of management. This is 
emphasised by regular joint consultations 
with the patient during inpatient treatment, 
or, if this is impractical, it is at least realized 
by the patient that these consultations are 
taking place. 
ADMISSION PROCEDURE AND INVESTIGATIONS 
However severely disabled, patients who are 
not acutely ill do not usually expect to be 
advised to enter hospital. The suggestion is 
therefore made with the reassurance that it 
is not advised because of the serious nature 
of their disease but because of the greater 
efficiency of "full-time" intensive treatment. 
Unless there are urgent reasons, admission is 
arranged to suit the patient's convenience. 
Often the situation is first discussed by con-
sultant and general practitioner, after which 
the patient is given the opportunity to "talk 
it over" with his local doctor, whom he may 
well have known for longer than the consul-
tant. 
When the patient has been admitted to 
hospital, it is most undesirable that there 
should be any appearance of wasted time* 
Both the physician and the physiotherapist 
make a point of seeing him on the day of 
admission, and any necessary investigations, 
such as chest radiograph, sputum and blood 
examinations, are prearranged for the same 
or following day. Similarly, any other con-
sultations, for example with a nose and throat 
specialist, are organized for within a day 
of admission. Ideally, tests of ventilatory 
capacity are performed on admission and on 
discharge, together with estimations of the 
aiterial carbon dioxide level; simple methods 
not requiring complex apparatus or arterial 
puncture are now available for both pro-
cedures (Campbell and Howell, 1960; Ritchie, 
1963). Partly for reasons of economy and 
partly because the necessary apparatus1 was 
not then available in the hospitals where some 
of these patients were treated, ventilatory tests 
in the present series were sometimes carried 
out only when the patient was "at his best" 
towards the time of discharge. 
Vtt may be noted tha t the McDermott "Spirometer", 
McKesson "Vitalor'% or the Garthur "Venti lograph" 
offer simple and accurate methods of assessing the ven-
ti latory capacity, not too expensive for most departments 
and easily used by the physiotherapist. They a re prefer-
able to the Wright peak flow meter for various reasons, 
although the latter is even simpler to use, and is also 
cheaper. 
PROGRAMME OF MANAGEMENT 
Antibiotic Therapy 
Antibiotic therapy is given to all patients 
in whom pus is detected in the sputum and 
is begun immediately a sputum specimen has 
been examined macroscopically. Usually 
tetracyline is given but in certain circum-
stances penicillin and/or streptomycin or 
chloramphenicol may be used; the doses 
employed are larger than those commonly 
employed for more readily accessible infec-
tions. Eight patients in the present series 
had antibiotic therapy for periods ranging 
between five and fourteen days. When the 
sputum is mucoid, frothy or in small amount 
(an ounce (15. ml.) or so a day), antibiotics 
have nothing to offer. If the sputum is 
severely purulent, use of intermittent positive 
pressure breathing (see below) is usually 
deferred until infection is controlled. 
Bronchodilator Therapy 
Approximately 90% of patients with 
severe structural emphysema show a small 
improvement in ventilatory capacity after the 
inhalation of a bronchodilator aerosol (Gan-
devia and Rogers, 1963); in many cases this 
is clinically significant and readily appreciated 
by the patient. In the absence of preliminary 
ventilatory tests, and particularly if there is 
a history of variability in exercise tolerance 
from day to day or hour to hour, it is our 
practice to give an aminophylline compound 
orally at approximately six-hourly intervals. 
This ensures moderate bronchodilator activity 
throughout the day. To avoid unwanted side 
effects it may be necessary to try two or 
three different preparations of aminophylline. 
The patient is not of course awakened merely 
to take a tablet; one dose is given on retiring 
and another on waking in the morning, the 
remaining two doses being spaced out during 
the day. Patients with frank wheezing 
("asthma"), marked variability in exercise 
tolerance or significant improvement in ven-
tilatory tests after a bronchodilator aerosol, 
are also given an oral or sublingual sympa-
thomimetic compound, either ephedrine, 
"Neoepinine," isoprenaline, "Alupent," or 
"Orthoxine," or occasionally "Bronkephrin" 
by injection. These drugs are relatively 
quick-acting, but their duration of effect is not 
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usually as long as that of aminophylline; the 
effects of the two different types of drugs 
are better than either one alone. Because of 
their rapid action, sympathomimetic drugs 
are frequently best given twenty minutes or 
so before postural coughing, breathing 
exercises or attempted physical exercise. The 
dose is adjusted to avoid tachycardia, palpi-
tations and nervousness, which make it more 
difficult for the patient to relax; the physio-
therapist must be able to recognize the effects 
of overdosage. If there is no visible effect in 
facilitating sputum production, improving 
exercise tolerance or ventilatory capacity, or 
in easing the patient's sensation of difficult 
breathing, the sympathomimetic drug is 
omitted, or is given only when frank wheezing 
develops. 
Intermittent Positive Pressure Breathing 
Eight of the eleven patients (Cases 1 to 8) 
were treated with intermittent positive pres-
sure respiration for approximately ten 
minutes at two^hourly intervals during the 
day. After the first day or two the patient 
is able to use the machine by himself. We 
have found the Bird machine to be most 
satisfactory, as it is flexible, adaptable and 
easy for the patient to use.2 The patient sits 
upright in a comfortable and relaxed position. 
Using a face mask or mouthpiece, he initiates 
the inspiratory flow of the air from the 
machine by simply "beginning" to breath in. 
He is taught to relax completely so that he 
allows the machine to inflate his lungs gently 
to the fullest extent. As they become inflated 
the pressure inside the lungs and tubing rises, 
just as it does as a balloon or paper bag 
becomes fully distended, and the pressure 
rise triggers the expiratory valve. The inspi-
ratory flow of gas is then automatically 
stopped, and expiration follows as a purely 
passive, elastic recoil of the patient's lungs 
and chest wall. When the patient starts to 
breathe in again, the inspiratory effort auto-
matically produces a further flow of air from 
the machine to reinflate the lungs, and so the 
cycle is repeated. The rate at which the gas 
flows is readily controlled by a single knob: 
2Printed instructions are available which patients can 
follow, but the physiotherapist should have a special 
understanding of the machine. Respirators may be 
hired at reasonable cost (C.I.G. Pty, Ltd.). 
if the flow rate is kept slow, inspiration is 
prolonged, the respiratory rate is relatively 
slow, and the patient's lungs are fully inflated. 
If the flow is rapid, inspiration becomes 
relatively short and the tendency for the 
pressure to rise prevents full inflation before 
the expiratory valve is triggered; the 
respiratory rate rises. A slow flow is normally 
used so that full inspiration is achieved, and 
the respiratory rate is kept at about 8 to 12 
per minute, 
For the comfortable and effective use of 
the machine, it is fundamental that the patient 
should relax completely and "let the machine 
do the work." If he tries to "fight" the 
machine rather than co-operate with it the 
procedure is relatively uncomfortable. Any 
tendency to resist inflation raises the pressure 
and trips the valve, so that the inspiratory 
time is unduly short: the rate becomes rapid 
and usually irregular. It is our impression 
that the complete relaxation readily achieved 
with intermittent positive pressure breathing 
is a valuable aid in helping the patient to 
understand the relaxation manoeuvres to be 
taught by the physiotherapist. In particular, 
he learns that expiration can be both effective 
and completely relaxed. Patients who attempt 
to help the machine during inspiration and 
expire actively during expiration, so increas-
ing the respiratory rate whilst still achieving 
maximal depth, may be hyperventilated, and 
may feel slightly dizzy when first learning to 
use the machine. Apart from this, and from 
some initial mistrust of a face mask or 
mouthpiece, we have been able to teach the 
most apprehensive patients to use the 
machine with confidence.3 
Close to the mouthpiece of the apparatus is 
a nebulizer, so arranged that with each inspira-
tion aerosol is carried into the lungs. It is 
essential that at least water be in the nebulizer 
whenever the machine is used, as otherwise 
the inspired gas is not adequately humidified 
and unnecessary evaporation of water will 
occur from the lining of the respiratory tract. 
There is thus a drying effect on the mucous 
membrane and on secretions, which become 
more difficult to expectorate. In general, it 
3We do not wish to imply that this is always possible 
with acutely ill patients in respiratory failure. 
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is our practice to use a tronchodilator solution 
in the nebulizer; a mixture of adrenaline 
and ephedrine may be used, or alternatively 
one of several proprietary preparations. The 
dosage is adjusted by altering the concentra-
tions of the drugs so that the patient 
experiences no untoward side effects. This 
aerosol method of administering a broncho-
dilator drug is highly efficient. As the drugs 
used are sympathomimetic, it is wise to avoid 
giving a similar oral preparation shortly 
before using the machine; if patients are 
having oral ephedrine, for example, and if 
high bronchodilator dosage is considered 
essential, then the oral preparation is given 
two-hourly alternating with the machine. 
There may be a place for aerosol atropine 
methonitrate. In predominantly emphyse-
matous patients such intensive treatment is 
often unnecessary. 
Physiotherapy 
The physiotherapist sees the patient as soon 
as possible following admission. An early 
objective is to discover whether sputum is 
present, and the most efficient means of getting 
it up. Postural coughing is tried after the 
administration of a bronchodilator and, in 
due course, postural coughing is also carried 
out both before and after intermittent positive 
pressure breathing. Over the first two or 
three days, note is made of the most effective 
postures or other manoeuvres, such as exer-
cise, in producing sputum, and also the time 
of day at which sputum production is easiest 
for the patient. Attention is subsequently 
confined to these times and manoeuvres; 
postural coughing "by the clock" is a waste 
of time and can be distressing to the patient. 
If no additional sputum is produced by 
posturing the procedure is rapidly discarded. 
Relaxation, graduated general exercises 
and techniques of coping with daily living are 
taught as previously described (Donaldson 
and Gandevia, 1962). The physiotherapist 
makes herself familiar with the detailed 
medical management of each patient and 
integrates her treatment with this. Thus an 
inhalation, exercise, ephedrine or hot tea can 
add to the benefits of posturing. As mentioned 
above, the periods of intermittent positive 
pressure breathing are alternated with oral 
bronchodilator drugs, and are used to help 
teach relaxation and to facilitate sputum 
production. The timing and integration of 
these procedures, the elimination of useless 
ones, and the development of a daily pro-
gramme require the teamwork of physio-
therapist and physician, but the accuracy of 
the physiotherapist's observations and the 
closeness of his supervision are the deter-
mining factors in the efficient, simple regimen 
which should be evolved. Similarly, the 
physiotherapist must plan and supervise pro-
gressive graduated exercises within the limits 
of the patient's exercise tolerance: the patient 
is confined to bed for as short a time as 
possible. 
Good treatment for these patients is 
necessarily time-consuming, particularly in 
the early stages. On the first visit the physio-
therapist may need up to one hour to explain 
and initiate the programme appropriately. 
When a routine is established, much less time 
is required but consistent contact with the 
patient is essential. 
An important aim of treatment in hospital 
is that the patient should become thoroughly 
accustomed to procedures which he must 
continue himself. Although perhaps curtailed 
for daily use on his own at home or work, 
his programme can still include general 
exercises and/or a walk, posturing once daily, 
usually on rising, practical relaxation during 
the day, and the use of relaxation techniques, 
perhaps with posturing, in the evening. Pos-
turing should not be a lengthy process (five 
to ten minutes) once the best position and 
the most appropriate aids have been estab-
lished in hospital. Discussion and planning 
of his future programme contribute greatly 
to the likelihood of the patient continuing 
his own treatment and carrying it into every-
day life. 
RESULTS 
The results, assessed in terms of ability to 
relax and exercise capacity under observation 
(except in Case 9, where the patient's own 
observations are recorded), are recorded in 
Table 2. 
The following additional observations are 
based on reviews after leaving hospital. 
Case L Required three injections of adrena-
line daily prior to admission, sub-
sequently managed well without in-
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jections, found his working day 
easier and returned to his game of 
bowls* 
Case 2. Contracted "'flu" immediately on 
discharge, but six weeks later an 
impressive change on pre-admission 
status was obvious; he no longer 
"talked" with his hands, his whole 
attitude was more relaxed and he 
had learned to carry relaxation into 
daily living with benefit. 
Case 3. Barely able to get to his front gate 
prior to admission, he was able to 
get about the house much more 
readily than previously, and the last 
few months of his life were thereby 
rendered much more tolerable. 
Case 4. Improvement was maintained at 
home and he was able to climb his 
own stairs (previously a very dis-
tressing feat) in comfort. Weight 
reduction was a contributory factor 
in this man. 
Case 5. When re-admitted eight months later 
he firmly maintained that his im-
provement had persisted up to the 
recent onset of cardiac failure* 
TABLE 2 
Results of Treatment in Eleven Patients with Emphysema 
ipATIENT 
1 
2. 
3 
1 4* 
5. 
6. 
7 
8 
9 * 
|| 10* 
1 1L* 
BEFORE TREATMENT 
ABILITY 
TO RELAX 
Poor 
Very tense 
Poor 
Poor 
Poor 
Very tense 
Very tense 
Poor 
Fair 
Poor 
ABILITY TO 
COPE WITH 
EXERCISE 
I flight of stairs 
with difficulty 
1 flight of stairs 
with difficulty 
50-100 yards on 
flat with difficulty 
1 flight of stairs 
with severe dis-
tress 
100 yards on flat 
with difficulty 
200 yards on flat 
with difficulty 
100 yards on flat 
with difficulty— 
one flight of stairs 
very distressing 
Could walk any 
distance on flat, 
Could climb one 
flight of stairs 
with comfort. 
Could unload his 
truck only with 
extreme difficulty 
and distress 
Short of breath 
walking 400 yards 
Poor 1 100 yards on flat 
with difficulty 
AFTER TREATMENT 
ABILITY 
TO RELAX 
Good 
Some idea 
Some idea 
Good 
Fair 
Moderately 
good 
Moderately 
good 
Good 
Very good 
Moderate 
ABILITY TO 
COPE WITH 
EXERCISE 
5 flights of stairs 
without distress 
using rest periods 
5 flights of stairs 
without distress 
using rest periods 
Good on the flat 
one flight of stairs 
with some distress. 
Several flights of 
stairs comfortably 
with rest periods 
Good on the flat 
and managing one 
flight of stairs 
without distress. 
2 flights of stairs 
with rest periods 
with minimal dis-
tress 
400 yards on flat 
with ease, and five 
flights of stairs 
without distress 
using rest periods. 
Could climb 3 
flights of stairs 
with comfort using 
rest periods. 
Able to unload 
truck with ease 
with three rest 
periods. 
Could walk anv 
distance on fiat 
without discomfort 
using rest periods 
Good 1 5 flights of stairs 
with rest periods 
^Intermittent positive pressure breathing was not available for these 
patients. 
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Case 6. Patient considered improvement 
maintained even a year later; he 
had broken his daily activities into 
a planned series of manageable 
sections. 
Case 7. No subsequent review. 
Case 8. Relaxation habits had been moder-
ately well maintained some months 
later and he found working days 
less tiring. 
Case 9. Chief benefit was in control of 
coughing bouts by one-breath-one-
cough technique and in an acquired 
ability to relax rather than panic 
during these episodes. 
Case 10. No late review. 
Case 11. Subsequent progress difficult both 
for patient and advisers because of 
adverse home circumstances, 
DISCUSSION 
The first aim of this paper was to outline 
the hospital regimen which we employ for 
patients with emphysema, a chronic and 
progressive condition in which therapeutic 
objectives are limited by irreversible struc-
tural changes. Treatment is directed towards 
reducing or eliminating infection and any 
added asthmatic component, and towards 
teaching the patient to make the best possible 
use of the lungs he has. Traditionally, the 
former role is the doctor's, and the latter the 
physiotherapist's, but we have attempted to 
show how closely linked and interdependent 
these two roles are. There is further, as in 
any chronic disease, a vitally important 
psychological factor. Whether this consists 
merely of acceptance or rejection of disability, 
of anxiety or fear over it, or whether a 
somatic effect of muscle tension increases 
respiratory inefficiency or aggravates airway 
narrowing as a result of active expiratory 
effort, need not concern us here. The essential 
point is that the psychological component 
can only be effectively dealt with if the patient 
has understanding of his condition, confidence 
in those looking after him, and a long-term 
therapeutic programme; these require the 
close collaboration of physician and physio-
therapist. We have described our own 
approach towards these ideals; we do not 
suggest that it is the only approach, but we 
offer it as a contribution towards the "team 
therapy" which has proved so fruitful in 
other fields. We are at least confident that 
the physician and physiotherapist can achieve 
more in collaboration than if each works 
independently; it is not enough to respond 
mechanically to a request "Emphysema; 
breathing exercises, please." Indeed, review 
of our previous paper (Donaldson & Gan-
devia, 1962) should leave the impression that 
breathing exercises per se, and certainly the 
respiratory gymnastics formerly taught, are 
a small part of the physiotherapeutic pro-
gramme. 
Our second aim was to indicate, as objec-
tively as possible, the results of intensive 
treatment in a group of patients with severe 
and predominantly irreversible disability. We 
are well aware that we have no objective 
proof of improvement in pulmonary function, 
and we are equally well aware that the rela-
tively crude index of observed exercise 
capacity is an unsatisfactory yardstick for 
comparison with other methods of treatment, 
perhaps simpler, cheaper or less exacting. 
Nonetheless, it is surprising how rarely even 
this simple index is recorded in the 
moderately extensive literature on the role 
of physiotherapy in chronic lung diseases. 
We consider it impractical to study for com-
parison a control group not given some 
effective therapy. We also concede that a 
keenly interested team is inevitably of 
therapeutic benefit to the patient and that 
there is a risk that such a team may either 
bias its assessment of results (wittingly or 
unwittingly) or receive overenthusiastic 
replies from patients who do not wish to 
disappoint. However, granting these objec-
tions, we are confident that all the present 
patients were improved in well-being; that 
all but one were able to do more in more 
comfort after admission to hospital than 
before, and that this improvement was main-
tained for varying periods after discharge 
from hospital. We have no evidence as to 
whether the benefit is due to the psycho-
therapy of interest and intensive care, to 
improved respiratory efficiency, or to a 
slowing-up of everyday activities (for dis-
cussion, see Sinclair, 1958). Our impression 
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is that all three factors are involved and 
provisionally any therapeutic programme 
should, in our view, be based on this 
assumption. 
Intermittent positive pressure breathing 
has been a helpful adjunct in the manage-
ment of emphysema, but we do not wish to 
suggest that it is indispensable. There is no 
certainty that it has any prolonged beneficial 
effect on pulmonary function, and our use of 
it is based on four considerations: it is an 
efficient method of giving a bronchodilator 
aerosol, its proper use inevitably implies 
relaxation (so that it is a worthwhile teaching 
aid), most patients with emphysema under-
standably observe that they can "feel it doing 
me good," and finally, it frequently assists 
sputum production. 
The question arises as to whether inpatient 
treatment is necessary to the success of the 
programme. Independently and in collabo-
ration we have attempted to treat many out-
patients along similar lines both in private 
and hospital practice. Whilst the results in 
outpatients are variable, and depend to some 
extent on appropriate selection, we have no 
doubt that in general, inpatient manage-
ment gives better results. This is so striking 
that in most cases we feel justified in advising 
the patient that inpatient treatment is, in the 
long run, economically as well as medically 
preferable. Of the many factors which may 
be responsible, removal from environmental 
stresses to devote full-time to "getting 
better" is perhaps the most significant. 
The programme as described relates par-
ticularly to strictly medical and physiothera-
peutic aspects, but to see it in proper 
perspective it should be viewed as part of a 
comprehensive approach to the patient's way 
of life and his attitude towards his disorder. 
A logical extension of it is a programme of 
rehabilitation, or at least of occupational 
"re-orientation". These patients need seden-
tary or light work near or even in their homes, 
for too many of them suffer loss of morale 
with loss of their jobs, whilst they are still 
for the most part capable of some work. 
There are serious problems in the way of 
implementing such a programme which only 
community enlightenment will resolve. 
SUMMARY 
1. Our regimen for the overall medical 
mangement of inpatients with emphysema 
is described, with special reference to the 
integration of medical and physiothera-
peutic procedures. 
2. Beneficial results, in terms of increased 
exercise capacity under observation, are 
recorded in a small series of eleven 
patients. In spite of the limitations of the 
study, it is concluded that emphysematous 
patients appear able to do more in greater 
comfort after treatment than before. 
3. It is not known whether this benefit is 
psychological or physiological, or whether 
it is due merely to "hastening more 
slowly", but for the present any thera-
peutic programme should be based on 
the assumption that all three factors are 
operative. 
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